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President-E. COWPER TAMPLIN, M.C., F.R.C.S.Ed. [March 4, 1949] The Present Position in the Surgical Treatment of Carcinoma of the Thoracic Gullet By C. P. WILSON THE treatment of carcinoma of the thoracic gullet was first undertaken by the general surgeons and apart from blind bouginage-at that time perhaps the most merciful form of treatment-it consisted merely of palliative gastrostomy.
The first step in the progress of treatment came as a result of the introduction of aesophagoscopy and it naturally followed that the disease came into the province of the laryngologist.
Unfortunately progress in treatment was limited to what the endoscopist could undertake through the confines of the cesophageal speculum but I do not think we need be ashamed of the many diverse and often ingenious methods which have been tried to utilize as fully as possible the advantages which direct inspection of the growth could give.
Even though we may now be forced to accept the conclusion that endoscopy by itself can only give us facilities for diagnosis and a means of affording palliation, we should not on that account belittle the many efforts which have been made during the century to attain the possibility of cure.
Most of our efforts to cure have been based on some form of radiotherapy; first a tube of radium, then implantation of radon seeds into and around the growth, and later the use of teleradium or deep X-rays in large fields or in multiple fields, either alone or combined with local irradiation with radium emanation; there is no question but that the technique of radiotherapy is still improving. Some good has been done by these methods and there are scattered reports of occasional cures, but the statistical records of series of cases of any size are poor reading and the mortality rate of our cases treated by such means is in the neighbourhood of 100%.
In saying this T am not belittling the work which has been done by the radiotherapists and r have on several occasions during the last twenty-five years become enthusiastic over some particular method of treatment because of the promising results obtained associated with temporary disappearance of the growth and relief for one, two or even more years, but if we talk of five-year cures in other types of carcinoma we cannot talk in terms of oneor two-year cures in carcinoma of the gullet.
Although this disease had more or less come into our own province the surgeons had not given up hopes of dealing with cancer of the gullet surgically; even as long ago as 1870 Bilroth had been endeavouring to work out a technique in animals-in his case particularly in respect of the cervical gullet-but it was not until 1913 that Torek was successful in curing a patient by means of a transthoracic cesophagectomy.
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After aesophagoscopy the next step in advancement came with the introduction of intratracheal positive pressure anxsthesia and I do not think we can put too high a value on antesthetic improvements in the pursuit of our aim to cure. Improvement in anesthesia encouraged the general surgeons once again and during the time we were struggling with radiotherapy and endoscopy, pioneers of aesophageal surgery in this country such as Grey Turner and Gordon-Taylor, and Garlock in America, were fighting an uphill battle to improve their technique with the object of curing the disease by resection of the gullet. Improvements in anesthesia, together with methods of combating shock such as blood transfusion, were a great stimulus but with the brilliant exception of Torek's famous case in 1913 the early results were disastrous and we must honour those early pioneers who continued their work in the face of bitter disappointment and disaster by admitting that it is upon the basis of their failures that the present-day technique of aesophageal surgery has been built. In the earliest days the ultimate aim was resection of the whole gullet with pharyngeal fistula and a gastrostomy, and later an extrathoracic artificial gullet joined to pharynx above and stomach below.
During the twenty-year period after the end of the first world war several cases were recorded of successful resection and with restoration of something approaching the normal function of swallowing.
It was not only the general surgeons who took advantage of the possibility of opening the chest; we laryngologists also explored the possibility of an approach to the gullet through the pleura with the object of inserting radon seeds around the periphery of the growth in addition to treatment via the lumen and it is with pleasure that I recall assisting my late friend and chief F. J. Cleminson in performing three thoracotomies for this purpose about 1928.
The advent of the sulphonamides was a further great boon in the surgery of this region as leakage and sepsis still remained the great bugbears even when the surgical technique had been evolved to the point of being able to overcome the great shock necessitated by such extensive operative interference, and it appeared about 1938 that the limit of technical achievement had been reached with Garlock's report of three consecutive successes by Torek's technique.
What is perhaps the most dramatic change in technique has gradually been evolved during the last ten or twelve years. This is the realization of the extent to which the abdominal viscera could be mobilized to aid in restoration of continuity of the alimentary canal. Having started by pulling some of the stomach up into the thorax to enable direct suture to be undertaken in cases of resection of the lower end of the gullet, mobilization of the bowel was gradually utilized for growths of the middle part and it appears that it may be extended even further.
Our own contribution to the cure of this disease must be in aiding in its early diagnosis and passing on to those surgeons capable of dealing with such operations all those cases which are sufficiently early to be considered as operable. The inoperable cases will doubtless remain for us to relieve and palliate as best we can and it is in these inoperable cases that we must decide whether alternative methods of treatment such as radiotherapy are worthy of our consideration. Certain it is that at the present time surgery does give a hope of cure in early cases which alternative methods of treatment do not give, and we have no right, in a case which is operable, to withhold from a patient his only likely possibility of cure. E. D. D. Davis said that he had had the opportunity of seeing Mr. R. H. Franklin and Mr. C. Price Thomas perform operations for transthoracic excision of carcinoma of the cesophagus. The technique was suitable not only for growths of the cesophagus but for congenital atresia, perforations of the cesophagus and mediastinal abscess, impassable strictures and the short cesophagus or thoracic stomach.
Mr. Wilson had emphasized the great importance of early diagnosis. It was also necessary to determine the exact position of the growth. The squamous carcinoma of the middle third of the oesophagus was more favourable for excision than the more malignant adenocarcinoma of the cardiac end of the cesophagus which was frequently an extension of a growth from the cardia of the stomach.
An early diagnosis could be made by repeated examinations with the X-ray screen and photographs. The cesophagoscope, of course, should be used more frequently and whenever there was any suspicion of cesophageal obstruction.
The majority of patients did not consult a doctor until too late and only when obstruction had been present for some time.
One of the earliest symptoms of carcinoma of the lower end of the cesophagus was epigastric pain on swallowing. Another early symptom was occasional difficulty in swallowing particularly when a large bolus of food became impacted; this was followed by a few weeks or so of no obstruction. He had not found hiccough an early symptom. Section of Laryngology 799 V. E. Negus said that if they wisbed to decide whether it was right and proper to refer these cases for operation and to determine what this entailed in suffering to the patient, it was useful to review the methods that had been adopted and come to some conclusions. His own feeling was that the position was now much more favourable than formerly.
The route now adopted by most surgeons to remove a carcinoma of the cesophagus was transthoracic.
Before he embarked on this operation the surgeon must have formed some impression as to the character of a growth; cesophagoscopy was obviously essential. Another point was whether the growth was adherent to the trachea or bronchi and whether there were secondary glands present. By passing a bronchoscope one could determine whether there were glands at the bifurcation of the trachea, or whether there was any deformity of the bronchial walls indicating that other mediastinal glands were present, showing immediately that there were no prospects of cure; but even that did not mean that the indications for operation were absent.
By the transthoracic route exposure was extremely good and the surgeon, if he preferred, coula do all the work through the thorax. The exposure was certainly remarkable and sufficient to decide whether it was possible to remove a growth. Even fixation to the pleura was not a complete contraindication to such an operation. In a recent case operated on by Mr. Muir the growth was fixed and secondary deposits were thought to nullify any prospect of cure. It was found possible, however, to bring the stomach up through the diaphragm and to anastomose it to the cesophagus above the growth. That gave the patient the ability to swallow by the normal route with more comfort than was afforded by gastrostomy. This seemed to be a considerable advance as a palliative operation.
Again, supposing the patient were found to have mediastinal glands, making the prospect of permanent cure very poor: even so it was the opinion of some surgeons that excising the growth of the cesophagus, then bringing the stomach up and anastomosing it to the free upper end of the cesophagus, was worth while, because the patient finished his days with ability to swallow by the normal passages, although he might still die from recurrence in the mediastinum.
Thirdly, a,favourable growth might be removed successfully with a reasonable prospect of cure.
The method could be carried out entirely through the thoracic incision, with spreading of the ribs, or by removal of two ribs if necessary, ana by dividing the diaphragm the operation could be extended to the glands of the stomach and a partial gastrectomy carried out. In a recent case referred to the speaker and operated on by Mr. R. C. Brock the whole of the spleen and half the pancreas were removed, the remaining portion of the stomach was mobilized anca brought up to the dividea end of the cesophagus and a perfect result was obtained, enabling the patient to swallow a couple of days after the operation and to be out of bed in six days, a remarkable achievement.
The question arose of peptic ulceration following the operation. Was it likely that an anastomosis to the stomach would result in ulceration of the cesophagus, with pain and later with cicatricial contraction? In the opinion of some surgeons it was better not to use the stomach for the purpose of anastomosis. This, however, involved extra difficulties in connexion with the vascular supply through the mesentery. Other methods were employed, such as the bringing up of a loop of ileum under the chest wall, with anastomosis to the pharynx, having removed the cesophagus; and the antethoracic skin tube was still employed by some surgeons.
All this pointed to the great advantage of restoring the cesophageal continuity. His conclusion was that every patient who was not in too bad a state of health, and in whom, after direct examination, the possibility of excision presented itself, should be referred to the thoracic surgeon, or whoever it might be who was to carry out this operation. There was sometimes a feeling that the patient would be exposed to undue suffering; that had not been his experience. As a result of the operation the patients were offered the prospect of restoration of normal swallowing, a great boon to them after their long discomfort, and in a few cases there was a prospect of cure. Therefore he felt that early cesophagoscopy and bronchoscopy were essential and that one should not hesitate to ask the surgeon, if he was prepared to do an operation, to attempt it in a proportion of these cases.
A. Dickson Wright said that carcinoma of the cesophagus had by its difficulties attracted the attention of many surgeons of which he had been one. It was hard to fit it into any speciality, lying as it did in the province of the throat, the thoracic and the gastric surgeon, and towards the accomplishment of surgical removal all three had made a contribution. For instance, the dilatation of the cesophagus or the insertion of a Souttar's tube would, by giving the patient two or three weeks of glorious gluttony, fit him better for operation than any elaborate intravenous feeding. The technique of opening and closing the thorax safely and expeditiously had come from the thoracic surgeon and the mobilization of the stomach to fill the aesophageal gap from the gastric surgeon. Several surgeons (Torek, Grey Turner) had discovered how to mobilize the cesophagus from both ends. Now that surgical removal was possible with a reasonable mortality rate, early diagnosis became more and more important so that the patients were in good condition. Once the patient had presented himself with dysphagia (substernal pain and belching immediately after swallowing) there was a strong indication for careful investigation by X-ray and cesophagoscopy. Both methods were very fallible and the radiologist should use every trick at his disposal to find the early case. The barium emulsion should be thickened to semi-solidity, barium capsules should be used, and screening xvhile swallowing in the Trendelenburg position might also be employed. Above all, a picture of the fundus of the stomach should be made with the patient on his back and the feet elevated so as to disclose abnormalities of the gastro-cesophageal junction. CEsophagoscopy should be repeated until all doubts are cleared up. The use of pentothal and curare removed, in great part, the dangers of the procedure, although local anesthesia was preferred because it was safer and it also gave one some idea of the patient's morale for the ordeal ahead. Biopsy should be made at the time of the examination and the stricture stretched with bougies and if possible a Souttar's tube inserted. The next two to three weeks can be used in extracting teeth, and getting the blood hkemoglobin, protein and vitamin levels up to normal totality and to improving the nutrition and strength of the patient during the period of improved swallowing. This period of good swallowing also clears up the fretor and the cesophagitis above the stricture.
Mr. Dickson Wright said that the operation he favoured for growths of the upper three-quarters was to make the first incision above the clavicle, divide the stemomastoid and mobilize the cesophagus from above as far down as possible. The next step was to open the abdomen and mobilize the stomach, leaving it nourished by the vessels running parallel to the pylorus. This completed, the lower end of the cesophagus was then freed from its diaphragmatic attachments and mobilized as high as the finger could reach and, as the last step, the opening in the diaphragm was enlarged to the size of the hand. The omentum could be left in the abdomen or brought up with the stomach, but it was tidier to leave it behind. The incision was then closed and the patient given a little rest and then turned upon his left side and the chest opened by removing the seventh rib. The intrathoracic work was reduced to a minimum by the mobilization of the cesophageal ends and it only remained to free the growth, which should be done under vision.
A small piece of the bronchus sometimes has to be removed and on one occasion a strip of the side of the aorta was resected and repaired. Mediastinal glands are removed and also a very important group at the cardia. The appropriate portion of the cesophagus (and stomach) is now resected in the thorax. The making of the final anastomosis need not be considered in doing this. The neck wound is now reopened and the upper end of the esophagus withdrawn and the fundus of the stomach delivered on the neck and the anastomosis made en plein air. The stomach and cesophagus are now returned to the chest and a few anchoring stitches put in place and the thorax closed and the patient turned upon his back and the neck wound is finally closed using suction catheters through this wound to re-expand the lungs.
In the event of inoperability, radon seeds can be used around the growth in a few cases and in others the patient can eke out his days with the Souttar's tube, or in others the fundus of the stomach can be brought up and anastomosed to the side of the cesophagus above the growth.
For operation on the lower end of the cesophagus and cardiac end of the stomach, the operation was performed through a transverse incision in the epigastrium extending up into the chest over the eighth rib and with the chest wall open and the diaphragm divided, the exposure was excellent and the anastomosis was made inside the thorax, using stomach remains or a mobilized length of jejunum to join with the divided end of the (esophagus.
After operation, blood transfusion, antibiotics, rectal water, routine chest X-rays and bronchoscopic suctions prevent the post-operative deaths of olden days. With early diagnosis, careful preoperative preparation and extreme post-operative vigilance, the mortality rate was becoming quite reasonable. C. P. Wilson, in reply, said that there was one point which had not been mentioned but which he thought was very important both to themselves and to general surgeons. This was the elasticity of the gullet. A mistake was occasionally made in thinking that a growth was much further down the gullet than it actually was, because when an aesophagoscopy was done the gullet was pushed down just as much as the growth itself and the gullet was always longer if one had an aesophagoscope in it. General surgeons, he thought, stretched the gullet when they exposed the growth and started to pull it down. It had always been a source of amusement to him when he had seen a specimen of a growth that had been removed, because it was almost a standard thing for the surgeon to say "of course it has all shrunk up now; there appears to be only about half an inch of gullet above the growth but I can assure you there was 3 inches at the time".
One had to make quite certain that the division of the gullet was really well above the growth and not apparently so on account of the stretching that had taken place.
